Ocular pulse measurements and systemic blood pressure were recorded before, and 5 days after surgery, in the supine position (Fig 1) . The POBF increased in the postoperative period by more than four times in the right eye and rose from being unrecordable to almost 200 ,ui/min in the left eye (Table 1) . A 55-year-old man presented with a history of light induced amaurosis fugax followed, just before admission, with complete loss of the lower visual field in the right eye. Visual acuity was 6/5 in both eyes, anterior segment examination was normal but funduscopy revealed a right sided swollen disc with peripheral haemorrhages and cotton wool spots. Digital compression of both globes showed a low central retinal artery perfusion pressure. There were bilateral carotid bruits and a cardiac murmur suggestive of aortic In case 1 the PA and POBF were unrecordable in the left eye preoperatively.
regurgitation. Anterior ischaemic optic neuropathy with slow flow retinopathy was diagnosed and the patient was started on acetazolamide and topical timolol. Fluorescein angiography showed slow filling of the choroidal circulation with a delay in retinal filling, the venous circulation was still unfilled at 24 seconds. DSA was consistent with carotid Doppler studies and demonstrated tight stenosis of the left internal carotid near its origin, almost total occlusion of the left external carotid and on the right, total occlusion of the internal carotid and stenosis of the external carotid arteries. After left carotid endarterectomy, there were no further episodes of amaurosis fugax. Although the peripheral haemorrhages and cotton wool spots disappeared, the right optic nerve became atrophic and the right inferior hemianopia persisted. However, fluorescein angiography indicated improved retinal filling, the entire circulation filling within 24 seconds. Subsequently right carotid endarterectomy was performed and postoperative DSA showed the arteries to be functioning well.
Ocular pulse measurements were taken both before and after surgery on the left side, during which time the systemic and topical medications were unchanged (Table 1 ). There was a bilateral increase in POBF.
Comment Both cases showed a dramatic increase in ocular pulse amplitude and the derived value for POBF after carotid artery surgery. Ocular perfusion, and therefore pulse amplitude and POBF, depends on the difference between mean ophthalmic artery pressure and IOP, so that an increase in the ophthalmic artery pressure or a fall in IOP will result in an increase in these parameters. There was in fact an increase in IOP without marked increase in blood pressure, following surgery on the ipsilateral side, implying a true increase in the ophthalmic artery pressure and therefore ocular blood flow following surgery. The bilateral increase in the ocular blood flow after unilateral surgery implies vascular patency within the circle of Willis.
The postural and light induced characteristics of the episodes of visual loss in the respective patients, suggests an aetiology secondary to critical hypoperfusion rather than embolism. 
